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Abstract This study examines the implementation of Trust-
Based Relational Intervention® (TBRI®) in a secondary charter
school located at a residential facility for at-risk youth. This
intervention has been used successfully with individual families,
group homes, summer camps, and more recently, school envi-
ronments. Through TBRI, school staff created conditions to help
children succeed behaviorally with strategies grouped into three
evidenced-based principles: (a) empowering, (b) connecting, and
(c) correcting. After implementation, results showed that stu-
dents were more likely to discuss their problematic issues with
counselors, used less profanity, were less likely to complain and
had fewer behavioral incidents (i.e., physical and verbal aggres-
sion, disruptive behavior). In addition, school staff reported
improved school culture including an overall more positive
mood and countenance among staff and students.
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Introduction
In the USA, approximately 58,000 youth in foster care receive
group-based residential or institutional care (2012 data; U.S.
Department of Health and Human Services [US DHHS]
2013), and over 61,000 juveniles live in residential placement
facilities through the juvenile justice system (2011 census
data; U.S. Office of Juvenile Justice and Delinquency
Prevention [US OJJDP] 2014). Charter schools are found on
many of these campuses to enable youth to continue their
education at these facilities. The number of these residential-
based schools across the USA is difficult to determine because
the U.S. Department of Education does not identify schools
that are based in residential settings in their public databases.
However, this information may be found through organiza-
tions within individual states. For instance, in Texas, the
setting of this study, there are 45 charter schools in the resi-
dential treatment center/juvenile detention center (RTC/JDC)
category (The Network 2014) serving approximately 3389
children and youth (2012–2103 data; Texas Education
Agency [TEA] 2014). The Texas Charter Schools
Association defines schools in the RTC/JDC category as
public charter schools that serve students in a residential
setting or who have been ordered or assigned to attend the
school by a court of law. Such students are an atypical school
population because at the very least, they have likely experi-
enced separation from their families and homes, compounded
with a high probability of having experienced one or more
forms of maltreatment or trauma. Because approximately
68 % of Americans have experienced some type of childhood
trauma (Copeland et al. 2007), it is probable that this statistic
is higher with youth living in RTC/JDC residential facilities.
The type of trauma most commonly experienced by chil-
dren is complex trauma, which includes physical, sexual, and
emotional abuse; neglect; and/or witnessing domestic vio-
lence, and is perpetrated on children by their caregivers
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(Greeson et al. 2011). Children who have experienced such
trauma are likely to maintain a state of hyperarousal and
hypervigilance (constantly prepared for fight, flight, or freeze;
hypersensitive with a tendency to overreact to, or misinterpret,
actions of others or certain elements in their environment that
would go unnoticed by others) due to experiencing harmful
events in the home, and by parents or caregivers (Perry et al.
1995). We also know that chronic fear obstructs both cogni-
tive and emotional functioning (Anda et al. 2006; Perry 2001),
and when fear is reduced (as evidenced by a reduction in the
stress chemical cortisol), there are improvements in cognition,
behavior, and language (Purvis and Cross 2006). In addition,
complex trauma can result in developmental, psychological,
and cognitive impairments that can significantly impact
school behavior and performance (for a review, see
Overstreet and Mathews 2011; Cole et al. 2005).
In schools serving these at-risk populations, interventions
that alleviate the effects of trauma have the greatest probability
of bringing lasting positive behavioral change. Interventions
should promote a sense of safety in students (both through
relationships and in the school environment) and ensure that
students know that their voices will be heard and their needs
will be met (see Bath 2008). In addition, Gregory et al. (2010)
found that approaches grounded in authoritative discipline
theory, that is, with elements of both structure and support,
are highly effective in achieving changes in student behavior.
In this sense, structure provides appropriate and fair expecta-
tions for students based on their individual capacity to achieve
these and is combined with support from caring adults who
build healthy relationships with students, ensure that their
needs are met, and work with them to overcome behavioral
challenges. Authoritative discipline theory stems from the
term authoritative parenting which is used to describe parent-
ing that is nurturing and involved, yet also fair and consistent
in enforcing rules and expectations (Baumrind 1971).
Trust-Based Relational Intervention
Teachers and counselors who work with populations with
histories of trauma need (a) to be knowledgeable about com-
plex trauma and its effects on youth, (b) to be able to recognize
behaviors that result from trauma, and (c) to know how to help
students regulate such behaviors (O’Neill et al. 2010). Trust-
Based Relational Intervention® (TBRI®) provides teachers
with knowledge about these three areas of focus and is
grounded in an authoritative model consisting of a balance
of structure and nurture. TBRI strategies are categorized into
three evidenced-based principles: empowering, connecting,
and correcting. First, the empowering principles are
evidence-based practices to help students feel safe and nur-
tured in their environment and also meet their physical needs
(Bronfenbrenner and Morris 1998; Lickliter 2008). Students
who feel that their environment is safe and predictable are able
to focus their attention on learning, practice new behavioral
skills (van den Boom 1994, 1995), and develop healthy emo-
tions and behaviors that are trust-based rather than fear-based
(Knight et al. 2004). Creating a calm, positive atmosphere and
establishing predictable daily routines can help students feel
safe in their environment. Physical needs are met through
hydration, food, and appropriate sensory input. For instance,
students who are hydrated exhibit improved behavior and
mental functioning, including attention and memory perfor-
mance (Bar-David et al. 2005; Edmonds and Burford 2009;
Edmonds and Jeffes 2009; Wilson and Morley 2003).
Allowing students to keep water bottles at their desks can
meet this need. Also, regularly scheduled snacks (recom-
mended every 2 h) help maintain adequate blood sugar levels,
positive behaviors, stable moods, and optimal cognitive func-
tioning including attention and self-regulation (Benton et al.
1987; Benton and Stevens 2008; Gailliot et al. 2007).
Also, there is evidence that youth with histories of trauma
or maltreatment, and those with behavioral problems, often
have sensory processing disorders (SPDs) that can negatively
impact behavior, social skills, motor skills, and academic
performance (Cermak 2009; Cermak and Groza 1998;
Gourley et al. 2013; Purvis and Cross 2007; Purvis et al.
2013b). Sensory issues can cause children to over- or under-
react to tactile sensations, noises, smells, tastes, or other
sensory input (see http://www.spdfoundation.net/about-
sensory-processing-disorder.html). These issues can also
cause difficulty with self-regulation and navigating relation-
ships because social cues are interpreted and reacted to differ-
ently and/or more dramatically than the norm. Thus, interac-
tions with these children can lead to misunderstandings and
conflict. TBRI includes techniques to alleviate the effects of
sensory issues and related behavioral challenges.
Second, the connecting principles promote relationship
building, which can help reverse the adverse effects of early
stress on the brain, reduce stress-related behavior, and im-
prove psychosocial functioning (Fisher et al. 2006).
Relationship building focuses on four skills that promote
secure meaningful relationships: (a) the ability to seek care,
(b) the ability to give care, (c) the ability to negotiate, and (d)
the ability to feel comfortable with an autonomous self
(Cassidy 2001). Third, the correcting principles are proactive
steps that prevent disruptive behavior before it happens, in-
cluding teaching appropriate behaviors for challenging situa-
tions (Colvin and Sugai 1988; Colvin et al. 1993). TBRI
proactive strategies, including self-regulation techniques and
social skills, are often taught through behavioral rehearsals
such as role play within the context of nurture groups (small
group activities that provide nurture and build social skills).
Social skills are taught by practicing life values such as using
respect, making eye contact, using words to replace negative
behaviors, being gentle and kind, accepting consequences,
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accepting no, asking permission, and others. While proactive
strategies reduce the number and intensity of behavioral chal-
lenges, when they do occur, the Ideal Response© is used.With
this approach, the adult’s response is matched in intensity to
the level of the behavioral challenge, and the relational con-
nection is maintained with the child during the corrective
episode (see Purvis et al. 2007b).
Nurture groups are a key component of TBRI be-
cause they are effective vehicles for learning relationship
and communication skills, and teaching self-regulation.
The basic structure of nurture groups consists of six
steps. Steps 1 (review group rules), 2 (check-in activity), 3
(Band-Aids® activity), 5 (feeding activity), and 6 (closing
activity) are Theraplay® activities (see Theraplay® for
groups; Rubin and Tregay 1989) with step 4 added to
provide social skills practice. It should be noted that
while nurture groups were not conducted at the school
involved in this study, they were conducted on a regular
basis in the residential home units and may have been an
influencing factor on students at school.
Developed at the Institute of Child Development at Texas
Christian University, TBRI has been used successfully with
families, group homes, summer camps, and school environ-
ments. Other publications describe the components of TBRI
in more detail (Purvis et al. 2013a, 2011, 2007b, 2009),
empirical evidence supporting TBRI (Purvis and Cross
2007; Purvis et al. 2007a, b, 2012), and implementation in a
public school setting (Parris et al. 2014). In one study (Purvis
et al. 2007a), children who attended a TBRI summer camp
demonstrated significant decreases in thought problems, at-
tention problems, aggressive behavior, depressive symptoms,
negative mood, and salivary cortisol levels (indicating re-
duced stress and anxiety) as well as improvements in attach-
ment behaviors and interpersonal relationships. In another
study, after implementing TBRI in a public elementary school
with a large at-risk population, the school reported an 18 %
decrease in incident reports and 23 % decrease in the number
of office referrals for the most frequently referred students
(Parris et al. 2014).With the success of TBRI in these settings,
we hypothesized that it would also produce positive behav-
ioral results in a charter school located at a residential facility
for at-risk youth.
Purpose of the Study
Because complex trauma can lead to issues that interfere with
students’ behavior at school, the purpose of this study was to
conduct an evaluation of TBRI within a secondary charter
school located on the campus of a residential facility for youth.
We sought to determine whether TBRI implementation at the
school would have an effect on behavioral outcomes. This
study describes one school’s implementation of the
intervention and the behavioral outcomes they have experi-
enced with students.
About the School
The charter school is located on a residential care campus in
the state of Texas, USA. The facility accepts youth placed by
Child Protective Services, County Juvenile Probation
Departments, and parents/guardians. Youth come into care
for a variety of reasons including abuse/neglect, family
violence, parent-child conflict, difficulties at school, and
behavioral issues. The school had 23 teachers and 138
students in grades 7–12 at the time the study began
(TEA, 2011–2012). Student ethnicity was 49 % white,
35 % African-American, 12 % Hispanic, and 4 % others.
One hundred percent of the students attending this school
were economically disadvantaged and determined to be at
risk of dropping out of school according to Texas
Education Agency guidelines (http://ritter.tea.state.tx.us/
perfreport/aeis/2012/glossary.html).
Methods
Data were collected by interviewing school staff and admin-
istrators about their experiences and observations regarding
the intervention and student behaviors and by obtaining
school incident reports. Focus groups were conducted by a
researcher from the Texas Christian University (TCU)
Institute of Child Development with school staff 1 month prior
to the second year of school implementation, 3 months after
the start of the second year of implementation, and 1 month
after the second year of implementation. All focus groups
were conducted with six staff members from the school,
including three youth care counselors (behavioral support
staff), the director of the behavioral support staff, the at-risk
coordinator, and the school coordinator for the children’s
residential facility. At the end of the second year of imple-
mentation, individual interviews were also conducted with the
school principal, director of behavioral support staff (also
interviewed in the focus groups), and the residential facility
administrator with jurisdiction over the charter school.
The focus groups and individual interviews took place in a
conversational manner to encourage participants to speak
candidly and spontaneously from their memory about their
experience with the TBRI implementation process. Interviews
were audio recorded and transcribed. Transcripts were ana-
lyzed by the first author to determine common themes and
salient examples of experiences regarding TBRI implementa-
tion and outcomes. Results were discussed with the research
team and were determined to be consistent with their own
observations and experiences based on their ongoing
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communication with school administration and staff during
the TBRI implementation process.
For the present study, reliability and validity were
established through triangulation (Creswell and Miller 2000;
Denzin 1978; Dobbert 1982, p. 265; Marshall and Rossman
1999), including (a) conducting focus groups at three separate
time points during the study, (b) conducting focus groups and
individual interviews with multiple individuals working
in different capacities in the school, and (c) corroborat-
ing focus group and interview data with an analysis of school
incident reports.
Implementation of the Intervention
In August of 2011, the residential facility began the imple-
mentation of TBRI, including training and support for all
residential staff and administrators. As employees of the res-
idential facility, the behavioral support staff for the school also
received this training. Behavioral support staff assist teachers
with student behavioral issues and, at times, substitute in the
classroom when a teacher is absent and a substitute teacher is
not available. Teachers, as employees of the school, received
no TBRI training.
While there was not yet an official plan to implement TBRI
in the school, the behavioral support team was able to work
with school administrators to implement some components of
TBRI on a limited basis during the school year 2011–2012. In
the focus group interview conducted after this first year of
limited implementation, participants reported that they had
brought in a few of the empowering and connecting practices
to use at the school. They specifically mentioned practices
such as allowing students to chew gum (reduces stress and
anxiety; Leveille et al. 2008; Sketchley-Kaye et al. 2011);
making snacks available to students when they were in the
counseling office; using common TBRI language to help
students find words to express themselves; encouraging stu-
dents to use healthy/appropriate words; finding opportunities
to build relationships with students such as talking with them
when they were having a bad day, during lunch, or during
encounters in the hallway; and giving affirmations and yeses
when possible. Thus, during that first year of implementation,
students were being familiarized with TBRI concepts and
practices in both the residential setting and on a more limited
basis at the school.
Prior to the start of the next school year (2012–2013), all
teachers and school behavioral support staff attended 2 days of
TBRI training, conducted at the residential facility by re-
searchers from the TCU Institute of Child Development. The
2-day TBRI training included presentations about complex
trauma and its effects on children and youth, recognizing
behaviors that result from trauma, and trauma-informed be-
havioral intervention strategies embedded within the context
of TBRI (described above). During the 2-day training, a
sensory integration professional also made a short presenta-
tion about concepts pertaining to the management of sensory
processing issues with children. In September 2012, the sen-
sory integration professional conducted an additional day of
training for the ten members of the behavioral support team.
This training included more in-depth information on sensory
processing issues and guidance on how to set up sensory
equipment for the sensory room that was being created in
the school. In October of 2012, the school’s principal, the
superintendent of the charter school system to which this
charter school belonged, and a behavioral specialist for the
school, all attended a 5-day TBRI training conducted by the
TCU Institute of Child Development near the TCU campus.
This training covered the same topics as the 2-day training for
the teachers, but the additional days provided time for more
depth and breadth of coverage. This 5-day TBRI training is
also offered several times per year by the Institute of Child
Development and is available to participants from all types of
child care and child welfare organizations, including educa-
tors, who may register to attend.
November of the Second Year of Implementation
Three months into the school year 2012–2013 (November
2012), a focus group was conducted to obtain a description
of the TBRI implementation process at the school. School
staff could already see that noticeable positive changes were
occurring in the school. Based on the discussion, participants
reported 13 TBRI components that were now being imple-
mented at the school. Even during these first 3 months of the
school year, the school had experienced a substantial decrease
in behavior problems and office referrals from previous years
(see Table 1). Of the 13 components mentioned, five were
considered to be empowering principles, four were connecting
principles, and four were correcting principles.
First, the empowering principles that participants reported
being implemented at the school were hydration, snacks,
fidgets, removing conflict triggers, and the sensory room.
For instance, participants stated that all students may keep
water bottles with them or have a drink at a water fountain any
time they ask. In addition, they stated that snacks are offered to
students twice a day (at the end of the first and third period).
Teachers keep a basket filled with assorted healthy snacks in
their classroom (crackers, beef sticks, nuts, etc.), and students
can choose what they want from the basket. The school
provides the snacks for teachers to put in their baskets.
Teachers were also provided with a supply of five or six
different types of fidgets to keep available for students to use
at will (e.g., stress balls, silly putty). Students can ask for a
fidget at any time during the day. Regarding the removal of
conflict triggers, participants stated that certain school policies
160 Contemp School Psychol (2015) 19:157–164
had been a point of unnecessary consistent conflict with
students and were removed. For instance, before TBRI was
implemented, students had to earn the privilege to wear free
dress on Fridays and go outside to eat lunch. However, upon
implementation of TBRI, the school dropped that system and
allowed everyone to go outside for lunch and wear free dress
on Fridays. Also, during lunch, students are now allowed to
listen to music through headphones (e.g., using iPod or cell
phone). This has also helped reduce lunchtime conflicts be-
tween students. The earplugs and music also help some stu-
dents regulate the sensory overload from the cafeteria (e.g.,
excess noise, crowds, activity).
Finally, the school created a sensory room, a place for
students to go, accompanied by behavioral support or other
school staff, to calm down and reflect, talk, escape from
sensory overload, and/or meet sensory needs. The sensory
room at the school contains a variety of sensory items (e.g.,
hand fidgets, foot fidgets, a variety of beanbags, free-standing
boxing bag, weighted lap pads, T-stool, music to listen to).
Students can ask to leave their classroom to go to the sensory
room if they need to calm down or if they just feel it would be
helpful to go there. Students can also be referred to the sensory
room by teachers or other staff who feel they would benefit
from it. If a particular item from the sensory room is helpful to
a student, such as a weighted lap pad or specific type of fidget,
then the student can check it out each day and take it with
them to class.
Next, the connecting principles mentioned by participants
included relationship building, healthy touch, affirmations,
and helping students reenter the classroom after a disruption.
Regarding relationship building, participants stated that
teachers are now expected to build relationships with students
and try to work through problems instead of immediately
referring them to the office. Also, when conflicts arise, behav-
ioral support staff may observe in that classroom, take the
student out of the classroom for a few minutes and talk to
them, or take them to the sensory room. After a student is able
to regulate him or herself, they are expected to reenter
the classroom when time permits. Behavioral support
staff will accompany the student back to the room,
and they will bring the teacher out into the hallway to discuss
the incident respectfully before the student reenters the
room. Also, school staff try to incorporate healthy touch (e.g.,
a hug, pat on the back, or high five) when possible as a
way to build relationships. Finally, participants stated
that school staff give verbal affirmations to students
whenever possible.
Third, correcting principles reported by participants were
individualized consequences; care in determining when refer-
rals are needed; using and promoting TBRI terms, including
compromise, redo, etc.; and preventative staff meetings.
Regarding individualized consequences, participants stated
that before TBRI was implemented, there were automatic,
predetermined consequences for specific violations. Now,
each situation is taken into consideration individually, and
other options are also considered. For example, less serious
classroom disruptions are now treated as a way to help stu-
dents regain control of their own behavior, and relationship
building actions rather than punitive actions are taken (e.g.,
talking to the student, trip to sensory room, redo).
Table 1 Number of incident
reports for aggressive and
disruptive behavior
Pre-TBRI TBRI year 1 TBRI year 2
2010–2011 2011–2012 2012–2013
Fall Spring Fall Spring Fall Spring
Verbal aggression
Threats 5 2 2 2 0 0
Disrespect 28 66 49 81 0 14
Profanity 10 5 10 4 0 0
Subtotal 43 73 61 87 0 14
Disruptive behavior
Class disruption 208 364 157 226 5 25
Cafeteria disruption 14 95 14 7 0 0
Horseplay/PDA 47 23 40 20 0 4
Subtotal 269 482 211 253 5 29
Physical aggression
Physical contact against peer 9 26 3 18 4 7
Physical contact against staff 0 1 1 1 0 0
Subtotal 9 27 4 19 4 7
Total 325 584 411 649 10 50
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About using TBRI terms, participants stated that two
of the most commonly used TBRI terms at the school
are compromise and redo. For example, in situations
that evolve into power struggles, students are given an
opportunity to compromise, and in other instances, ei-
ther the student or teacher may ask for a redo (either
verbally or physically). For verbal incidents or incidents
where a physical redo is not practical, the teacher might
say “Tell me how you would have done that differently
if you could go back and re-do that incident.” In other
instances, the student is asked to go back and physically
correct what they did not do properly the first time.
About preventative staff meetings, participants stated
that now, without the constant flow of students coming
to the office, behavioral staff have time to hold meet-
ings with teachers to discuss preventive measures to
help students’ overcome the underlying issues causing
their behaviors. In the past, behavioral staff had little
time to conduct these types of meetings because they
were busy dealing with a flow of students all day who were
being sent to the office and five or six students a day in in-
school suspension.
Results
During the focus group following the first year of implemen-
tation (limited implementation), participants noted that stu-
dents were more likely to discuss their problematic issues with
behavioral support staff, students used less profanity and were
less likely to complain, and serious incidents (especially fight-
ing) and restraints had decreased at the school that year. A
check of school referral data after the first year of implemen-
tation showed a 33 % decrease in referrals for physical ag-
gression or fighting with peers (35 in 2010–2011; 23 in 2011–
2012). There was only a small difference in referrals for verbal
aggression or disruptive behavior (see Table 1). During the
focus groups conducted 1 year later, following the second year
of TBRI implementation, school staff and administrators re-
ported a noticeable improvement in student behavior as
well as an improved school culture including an overall
more positive mood and countenance among staff and
students. A check of referral data showed a 68 % de-
crease in referrals for physical aggression after the sec-
ond year (35 in 2010–2011; 11 in 2012–2013), an 88 %
decrease in referrals for verbal aggression (116 in 2010–
2011; 14 in 2012–2013), and a 95 % decrease in refer-
rals for disruptive behavior (751 in 2010–2011; 34 in
2012–2013). Overall, there were 902 of these types of
referrals combined in 2010–2011 and only 59 in 2012–
2013, resulting in a 93.5 % decrease in these types of
incidents after the first 2 years of the implementation process
(see Table 1).
Conclusion
The goal of this study was to conduct an evaluation of TBRI
within a charter school at a residential facility for youth and to
determine if there were any effects on behavioral outcomes.
After 2 years of implementation (with very limited implemen-
tation in the first year), data show that behavioral outcomes of
students did improve. This finding provides further evidence
that addressing the underlying causes of behavioral issues of
those who have experienced complex trauma can result in
better behavioral outcomes. A limitation of this study is that
TBRI was implemented in the residential facility, including
twice weekly nurture groups within the home units, during the
same time implementation had begun in the school. This may
have aided in the acceleration of positive effects at the school.
For schools in non-residential settings that implement this
intervention, students are not likely to have this additional
exposure to TBRI outside of the school environment. Also,
although the current findings regarding office referrals are
compelling, it is important to note that during implementation
of TBRI, the protocol for giving office referrals was changed.
Teachers were now expected to build relationships with stu-
dents and to try and work through problems instead of imme-
diately referring them to the office. When problems arose,
support staff came to observe in the classroom to try and
determine the cause of a behavior, take the student out of the
classroom for a few minutes to talk with them, and/or take
them to the sensory room. Less serious classroom disruptions
were now treated as a way to help students learn to regain
control of their own behavior rather than being a catalyst for
immediate referral to the office. In addition, this implementa-
tion occurred at one school, and the exact nature of TBRI
implementation may be different in different schools, thus
producing different outcomes. Future studies should investi-
gate this intervention in other schools located on residential
campuses to gain a broader understanding of TBRI imple-
mentation and its effects in these settings. In addition, imple-
mentation of TBRI at this school is ongoing and the school
continues to take steps to attain a more robust implementation
of TBRI as well as to maintain fidelity to the program.
Because youth living in foster- or court-appointed residen-
tial facilities have experienced separation from their families
and have likely experienced some form of maltreatment and/
or trauma, it is important to implement trauma-informed be-
havioral interventions that will meet the developmental, psy-
chological, cognitive, and physical needs of this population.
Such interventions are most likely to alleviate the effects of
trauma and have the greatest probability of bringing lasting
positive behavioral change to these youth. Specifically, these
interventions should make provisions to ensure that children’s
physical and relational needs are met; promote a feeling of
safety; provide both fairness and consistency with expecta-
tions along with nurturing support by caring adults; and take
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proactive steps inmeeting behavioral needs, including helping
youth develop self-regulatory skills. Finally, a reduction in
behavioral problems in school can lead to more positive and
productive interactions between students and their teachers
and peers and can provide more classroom time devoted to
learning.
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